limbs for the last 2 years. Over the last 1-month, the tremor had significantly worsened and affected his daily routine. He also complained of a mild headache. His neurological examination was normal except for the tremor. The tremor was low amplitude, course tremor which affected the upper extremities more than the lower extremities. The tremor began after initiating any movement and stopped at rest. The proximal muscles were more involved than the distal muscles. Magnetic resonance imaging (MRI) of the brain showed an irregular lesion in the right sylvain fissure with extensions in the frontal and temporal opercula, the parasellar region and the crural cistern. The lesion was hypointense on T1-weighted imaging, hyperintense on T2-weighted imaging with no enhancement on contrast. The lesion showed restricted diffusion [ Figure 1 ]. There was encasement of the middle cerebral artery and displacement of the posterior communicating artery. There was compression seen on the right cerebral peduncle. A diagnosis of sylvian fissure epidermoid tumor was made, and the patient was operated. A right frontotemporal craniotomy was performed and the dura was opened based on the sphenoid ridge. The sylvain fissure was splayed open by the pearly white epidermoid tumor. A tumor debulking was begun. The tumor had encased the middle cerebral artery and its branches and extended via the crural cistern into the middle fossa. A near-total
Introduction
Epidermoid tumors comprise about 0.2-1% of all primary intracranial tumors. These tumors are commonly located in the cerebellopontine angle, in the cisterns around the tentorium and in the suprasellar and parasellar cisterns. [1, 2] Occasionally, these lesions occur in the Meckel's cave, in the middle fossa, diploe of bone, and in the spinal canal. [1] [2] [3] Symptoms are usually related to the position of the cyst. The most frequent symptoms are headache and seizures. [1] Uncommonly, they may present with chemical meningitis or psychosis. We present a 24-year-old man with a sylvian fissure epidermoid cyst with an extension into the parasellar region and the crural cistern who presented with intention tremor. Our literature search revealed only one similar case of a middle fossa epidermoid tumor presenting with a rubral tremor. [4] Case Report A right-handed 24-year-old gentleman presented to us with gradually increasing intention tremor of his left sided excision of the tumor was performed with only a small bit stuck to the middle cerebral artery being left behind. At the end of the surgery, a panoramic view of the internal carotid artery, anterior cerebral artery, middle cerebral artery and, the posterior communicating artery was obtained. The second and the third cranial nerves were identified and safeguarded. The patient was well following the surgery. In the immediate postoperative period, the intention tremor decreased in intensity and over a period of 3 months completely disappeared. At a follow-up of 1-year, the patient is well and is back to all his routine activities. Histopatholgy of the tumor revealed the characteristic features of epidermoid tumor. Postoperative MRI showed a complete excision of the tumor [ Figure 2 ].
Discussion
Epidermoid tumors are characterized by a slow growth rate, relatively large size and a varied extension at the time of presentation. The tumor is known for its potential to open up anatomical spaces in the region of its occurrence and its propensity for encasement of major arteries and perforators. Due to their slow growth, they develop a symbiotic relation with the brain and do not cause many neurological deficits. [5] The most common presentation of epidermoid tumors is headache and seizures. [1] Occasionally, cerebellopontine angle epidermoid tumors can present with trigeminal neuralgia and tic convulsif. [6] Intention tumors may be an occasional presenting feature of posterior fossa tumors. Thalamic tumors, thalamomesencephalic cavernomas, ependymal cysts have been known to present with parkinsonian or Holmes tremor. [7] Krauss et al. reported 12 patients with a tremor in a series of 225 patients with astrocytomas of the thalamus or basal ganglia. [8] We report a case of a sylvian fissure epidermoid cyst presenting with intention tremor. Menon et al. have reported a case of a giant middle fossa epidermoid presenting with Holmes tremor. We could not find any other case of epidermoid tumor in the literature with this unique presentation. [4] Intention tremor, Holmes tremor, and resting tremor are the types of tumors usually found in association with central nervous system tumors. Intention tremor is defined as a tremor that appears during target-directed movements. The tremor increases in amplitude as the hand approaches the target and is not present at rest. Cerebellar tumors or lesions that disrupt the cerebellar outflow tracts usually cause this kind of tremor. Holmes tremor or rubral tremor is usually unilateral, has a low frequency, is present at rest and also has postural and action components. However, it usually disappears during sleep.
Two different neural pathways have been hypothesized to be responsible for Holmes tremor. [9, 10] One pathway involves the nigrostriatal dopaminergic fibers. The dopaminergic denervation of the striatum could be responsible for the resting component of the Holmes tremor. The other pathway involved in the genesis of Holmes tremor is the dentato-rubro-thalamic tract. Axons of neurons in the dentate nucleus travel through the superior cerebellar peduncle and cross the midline to the opposite side at the level of the midbrain in the decussation of the superior cerebellar peduncle. From here some fibers end in the red nucleus and most of the fibers end by synapsing with cells in the contralateral ventrolateral nucleus of the thalamus. The axons from the thalamus further terminate in the primary motor area of the cerebral cortex. This is also the cerebellar outflow tract. Interruption of this pathway explains the intention component of the Holmes tremor.
Our patient had a large sylvain fissure epidermoid tumor with extension into the parasellar region and the crural cistern. This crural component caused compression of the ipsilateral midbrain with compression of the cerebellar outflow tract. This led to the intention tremor in the left sided limbs. There was no damage to the dopaminergic pathway as this was an extrinsic lesion, thus explaining the lack of the resting component. After excision of the tumor, the tremor initially decreased in intensity and later completely disappeared.
Conclusion
Tremor can be a rare presenting feature of intracranial lesions. Removal of the lesion causes resolution of the tremor.
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